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from chronic venous stasis may make ascites a conspicuous feature.
Ernbolic phenomena not infrequently arise from mural thrombi formed
In the auricular appendages; these thrombi become detached and are
carried In the blood-stream to lodge in some part of the arterial tree,
with signs depending on the site and size of the occluded vessel. Paralysis
of the recurrent laryngeal nerve from pressure of the pulmonary artery,
displaced upwards by the enlarged left auricle, is sometimes observed
when there Is great enlargement of the heart. Subacute bacterial endo-
carditis is a rare complication of mitral stenosis.
Electro-	The electrocardiogram may give confirmatory evidence of mitral
cardiagrapky S|enosjs> jf^ characteristic changes in the curve are a high bifid plateau-
shaped P or auricular wave, and a deep S in lead I with high R in lead
III. These are signs of increased auricular activity with enlargement
of the auricle, and right axis deviation and preponderating hyper-
trophy of the right ventricle. Changes In auriculo-ventricular and intra-
ventricular conduction, aed all types of irregular heart action, occur in
mitral disease and can be accurately diagnosed by electrocardiography.
Electrocardiograms of three patients with mitral stenosis are shown to
illustrate some of these abnormalities (see Fig. 42).
3.-MITRAL REGURGITATION
(1)—Morbid Anatomy
649,] The mitral lesion which Is the cause of regurgltatlon is an inflam-
matory reaction of the valve to an active rheumatic infection. In the
initial phases of the infection the valvular deformity Is slight: the
closure of the mitral orifice Is incomplete, due to marginal thickening
of the cusps, and regurgitation takes place during ventricular systole.
As the disease progresses there is a spread of this Inflammatory process
to other parts of the valvular structure, and the thickened rigid cusps
obstruct the mitral orifice and present a characteristic pathological
picture which has been described in the section on the morbid anatomy
of mitral stenosis (see p. 310). In rare cases there may be a considerable
degree of regurgitation without stenosis. This occurs when the chordae
tendineae, retracted by the inflammatory process, prevent the closure
of the valve cusps without causing any obstruction. Another exceptional
cause of regiirgltatlom is the detachment of the valve cusps from the
papillary muscles by rapture of the chordae tendineae in the course of
an acute and virulent infection.
(2)—Diagnosis
The diagnosis of mitral regurgitation depends upon the recognition
and correct Interpretation of an apical systolic murmur. To pause
before correlating this murmur with mitral disease is justifiable for
several reasons: the physical factors which produce it cannot be defined
in a precise manner, there is no background of pathological evidence

